The pyelogram (8ee above) is shown as a good illustration of pressure effects by a cyst as distinct from infiltration by a neoplasm.
Congenital Right Hydro-ureter.-REGINALD T. PAYNE, M.S.
History.-The patient was a male, aged 47, who had worked for many years in the East as an accountant. During childhood he suffered from nocturnal incontinence until the age of 6, and possibly later. There was no trouble whilst he was at boardingschool or whilst in the Army during the Great War. The patient, however, said that he had always regarded himself as having a rather weak bladder and always had to pass urine rather oftener than most men. During the previous six years there had been a steadily increasing frequency and urgency, but there had been no pain or abnormality in the urine, and the stream had been good. All these symptoms had become much worse during the six weeks since the patient returned to this country on leave. At the time of examination in June 1938, there was a frequency of about ten times a day and usually once at night. As soon as there was a desire to micturate the patient had to answer it at once, otherwise incontinence occurred immediately. Any form of fluid, or at times even the thought of a drink, might initiate the train of symptoms. Incontinence as a symptom started some two years ago, and since then had occurred approximately three or four times every day. The patient's difficulties had caused him extreme distress and led to serious limitation of his professional and social activities.
Past history.-At the age of 7 the patient had had rheumatic fever and pneumonia, but since then he had been healthy.
Physical signs.-The patient was in good general condition. The urine was normal. Examination of the urinary tract after uroselectan showed no abnormality on the left side. On the right side the kidney was small and the calyces were moderately dilated, but the organ secreted well in skiagrams taken at twenty minutes.
Section of Urology 545
In the same film and even more so in the film taken at thirty-five minutes, an extreme degree of dilatation of the pelvic portion of the ureter was seen. Instrumental pyelography was subsequently carried out. It wAas impossible to get the ureteric catheter to pass up the ureter, as the tip repeatedly impinged in the wall. Pyelography had to be carried out with a cystoscope in situ. Fig. 1 showN,s the enormous degree of dilatation of the uireter which was present. The bladder wall and the ureteric orifices wtere normnal. Blood-urea 37 mgm.0 %. O)peration. Uretero-nepbrectomy N-as carried out on the right side, the kidney and ureter being remloved in one piece and the ureter divided at the bladder base. The first part of the operation was carried out through a mid-line sub-umbilical incision, amid the second part through a right lumbar incision. In its pelvic course the ureter wvas very tortuous as it passe(1 from the pelvic brim to the bladder. It mobilized easily an(d after ligation wN-as easily pushed up into the retroperitoneal tissues of the 1IG. 1.
FIG. 2.
posterior abdomiinal wiall. Owing to the small size of the kidney, and the large size of the ureter, it w-as impossible to mobilize the kidney on to the surface of the body, ancd the nephrectomv had to be carried out without delivering the organ.
Pathology. The kidney itself was 8-5 cm. long, but had preserved its general shlape ( fig. 2) . The surface of the organ show-ed some irregularity, with a tendency to lobulation. Some of the depressed areas were scars, others were in relation to the (lilated calyces, and in these latter situations the renal tissue was extremely thin.
There was a moderate degree of dilatation of the pelvis and calyces, but a considerable amount of renal tissue remained. The ureter itself left the pelvis as a grossly dilated structure, 3 5 cm. w-ide. The rest of the course of the ureter showed a similar degree of dilatation with two regions of slight narrowing, one in its abdominal course and another in its pelvic course. Although the ureter was grossly dilated, the thickness of the walls w%as approximatelv that of the normal ureter.
Histologically, the kidney showed a considerable amount of normal secreting tissue. Sections of the ureter (van Gieson's stain) showed a marked degree of fibrosis of the wall with breaking up of the muscular coats.
The specimen is now in the Museum of the British Postgraduate Medical School, Hammersmith.
Subsequent history. The patient made a very good recovery from operation. Discussion. This case is reported on account of the unusual symptoms of precipitancy of micturition and incontinence. In reviewing the patient's history it is practically certain that there had always been some urinary symptoms, which had progressed with age. In view of the normality of the ureteric orifices on cystoscopic examination and the complete relief from symptoms which followed operation, I think their explanation must be that the right ureter, instead of allowing urine to pass into the bladder in small amounts, allowed a large quantity-probably several ounces to enter at once and thus cause the intense desire to micturate with precipitancy and incontinence. November 1936: Admitted to the French Hospital, London, complaining of progressive loss of weight, hematuria, pyuria, and severe dysuria and frequency everv quarter to half an hour and ten to twelve times nightly. The patient's condition wvas pitiable and he was rapidly going downhill.
Adenoma of Kidney with
Cystoscopy: The bladder capacity under spinal anaesthesia was less than 4 oz.; gross cedema and tuberculous ulceration round the left ureter and trigone. Urine contained pus cells, blood, and tubercle bacilli.
17.11.36: Operation. Presacral neurectomy through a mid-line incision. Progress. Frequency was considerably reduced within a week after operation. After leaving the hospital the patient returned to Switzerland and appeared again at the French Hospital in November 1938 (two years after operation) complaining of intermittent anuria associated with left renal pain. He has no bladder pain; passes water three or four times during the day without pain, and is not disturbed at night.
X-rays show dilatation of the ureter down to the bladder, and this appears to be due to fibrosis in the intramural portion of the ureter. Urine contains pus cells and tubercle bacilli.
Cystoscopy: Bladder capacity 11 oz. Tuberculous ulceration round left ureteric orifice and tuberculous granulation tissue protruding from the ureter. Left ureter dilated with bougies.
Progress.-Night temperature 990 F. Blood-urea 29 mgm.0 %. One mild attack of left renal pain since operation, otherwise well.
